
Referral Information 
 
Child Name:  __________________________________________ 
 
1.  *Referral Date: ___/___/____ (mm/dd/yyyy) 

 
2.  Reason for Referral:  ______________________________________________________ 
 

_______________________________________________________________________ 
 

3.  Are there developmental concerns?  ______ Yes 
 

4.  Referral Source:  
Name & Agency:  ________________________________________________________ 

 
Phone:  (____) ____-_____ (###) ###-#### 

 
Address:  _________________________ 

 
City:  ____________________________ State:  ___ Zip ________ 

 
*Agency/Relationship to Child:  ___________________________ 
If the child is referred by parents, how did parents hear about the Early  
Intervention Program?  _______________________________________________________ 
 
__________________________________________________________________________ 
 

5. Previous Screenings: 
  __Hearing __ Vision __ Motor __ Communication __Social/Emotional 
 
6.  Previous Services:  __________________________________________________________ 
 
 ____________________________________________________________________________ 
 
7.  Previous Screening/Service Comments:  _________________________________________ 
 
____________________________________________________________________________ 
 
8.  Initial Contact Attempt Date:  ___/___/_____ (mm/dd/yyyy) 
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9.  Actual Contact Date:  ___/___/_____ (mm/dd/yyyy) 
 
10.  Comments:  _______________________________________________________________ 
 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 

Note:  If additional space is needed please attach a separate sheet for reference. 
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